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During the 10-year period that the European Society 
for Vascular Surgery has existed, the daily practice of 
vascular surgeons has changed considerably due to 
the evolution of new vascular procedures. The ques- 
tion 'Quo Vadis' might therefore be reasonably asked 
of open vascular procedures. During an endovascular 
therapy course in Paris, May 1997, the 'Daily News' 
presented an RIP with the following text: 'Vascular 
surgery was buried on Wednesday 21 May 1997. Con- 
dolences to all soon retired vascular surgeons'. Al- 
though this was intended as a joke, there is no doubt 
that students and young clinicians electing aspeciality 
seriously question whether open vascular surgery will 
remain in the future. 
There has been tremendous development of endo- 
vascular techniques, all stemming from Dotter's initial 
work. The use of endovascular techniques to treat 
aortic aneurysms has rapidly developed and new 
devices are introduced almost weekly. New develop- 
ments suggest the possibility of treating even thoraco- 
abdominal aneurysms. Carotid surgery had not even 
established its role through the large ECST and NA- 
SCET studies when it became evident that it was 
technically possible to treat a carotid lesion by endo- 
vascular techniques. These technical developments 
have rarely been subjected to adequate clinical studies 
and there is a risk of too rapid development. It is the 
duty of vascular surgeons and angiologists who daily 
take care of vascular problems to participate in the 
development of new technology. I would even make 
use of a car dealer advertisement: 'We don't watch 
over developments, we guide them...'. Our obligation 
is to critically evaluate all new technology and to make 
sure that it is not only usable, but useful from a 
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scientific and economic point of view. There is no 
doubt that if a new technique is adopted too quickly, 
there is a risk that properly performed randomised 
controlled studies may never be performed or will at 
least be restricted. This happened to one of the first 
minimally invasive surgical procedures, laparoscopic 
cholecystectomy with subsequent adverse con- 
sequences. Results from a new treatment can only be 
judged on the merit of the subsequent outcome for 
the patients, and no method can be justified only 
because it is easy to perform. Doubtful situations have 
already appeared. In my opinion it is not justified to 
treat so-called 'compassionate' cases uffering an aortic 
aneurysm with an endoluminal method. The in- 
dication for this kind of treatment has to be established 
in the same group of patients as those treated with 
open surgery. Misinterpretations will otherwise arise. 
One such possibility is that the treatment of severely 
diseased patients may imply a high mortality rate. 
It is well known that some endoluminal techniques 
presently used have a high incidence of complications 
requiring surgical revision. Should 'compassionate' 
cases surviving the initial procedure be subjected to 
sometimes demanding reoperations? 
On the other hand, if an endovascular technique is 
established, based on the results of comparative trials 
with conventional treatments, indications may even 
be expanded. Most vascular surgeons accept more 
liberal indications for a balloon angioplasty of a short 
lesion of the femoral artery than for a femoropopliteal 
bypass, although igh level scientific evidence is lim- 
ited. The Swedish Vascular Registry has enabled a 
study of time trends and between 1987 and 1996 the 
proportion of PTA in relation to open surgery has 
changed considerably (Table 1). Within the aortoiliac 
system, the proportion of PTA has increased from 
1/4 to 3/4, in the femoropopliteal segment from 1/4 
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Table 1. SWEDVASC data - PTA of all procedures (percentage). 
Year Aortoiliac FemoropopliteaI Distal (below-knee) 
segment segment segment 
1987 28.8 25.7 0 
1988 37.7 38.4 10.4 
1993 61.8 45.2 17.0 
1996 73.5 50.0 35.3 
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to 1/2, and more distally as much as 1/3. At the same 
time the proportion of distal reconstructions has not 
changed (Table 2), i.e. the total number of procedures 
has increased. The frequency of open aortic surgery 
has, on the other hand, diminished considerably dur- 
ing the time period. Whether this change from an open 
to an endovascular procedure also means a change in 
the decision-makers has to do with the organisation 
of health care for vascular diseases. In the Scandinavian 
countries only vascular surgeons and the very few 
angiologists have access to beds, which means that 
they are still responsible for all patients and have, by 
tradition, avery good co-operation with interventional 
radiologists. However, conflicts may appear in other 
systems, especially if others offer endovascular pro- 
cedures without having full responsibility for the 
patient. This could create problems, e.g. complications 
after an endovascular procedure which requires open 
vascular surgery. 
If the increase in endovascular procedures i  taken 
as a move away from vascular surgery, there is another 
move in which vascular surgeons are taking a new 
position, i.e. in the diagnostic procedure. In  many 
centres, studies are presently underway to reduce 
the number of diagnostic angiograms in favour of 
ultrasonography. As long as the indications are correct 
and results are based on sound science, there is a great 
advantage in a change from open procedures involving 
high morbidity to minimally invasive procedures, im- 
plying a shorter hospital stay, less time off work and 
wider application in less fit patients. There should also 
be economic advantages. The number of hospital beds 
is being reduced in most health care systems, and the 
proportion of the Gross National Product used for 
health care has successfully diminished and is today 
7.6% in Sweden and 6.9% in England. If cheaper 
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Fig. 1. Schematic illustration of a model for training of vascular 
surgeons. 
methods requiring short hospital stay can be used 
more frequently with the same outcome as after open 
procedures, then resources may be saved. To achieve 
these goals, co-operation between specialities is the 
key. One good way to co-operate is to do so within 
the framework of well performed study protocols. 
Randomised controlled studies may not be the only 
accepted model; sometimes prospective registration 
studies may fulfil these demands. 
Another important question is training in vascular 
surgery. There is no doubt that the present change in 
vascular surgery implies changes to training. In the 
future, young surgeons will have to be trained in the 
use of catheters and be skilled in interpreting imaging. 
On the other hand, it is not reasonable to assume that 
one category of specialist will be able to perform all 
kinds of procedures. Therefore, after basic training a 
sub-specialisation directed towards open and endo- 
vascular procedures, respectively, has to be arranged 
(Fig. 1). As a second step, vascular units offering open 
surgery and endovascular p ocedures, diagnostics and 
medical treatment (angiology) should be incorporated 
instead of patients being located within various de- 
partments of radiology, surgery, internal medicine and 
Table 2. SWEDVASC data - open vascular reconstructions (percentages). 
1987 1988 1989 1990 1991 1992 1993 1994 
Distal reconstruction (below-knee) 
57.0 58.1 51.9 57.6 56.2 59.9 54.3 55.1 
Aortoiliacofemoral reconstruction 
11.4 16.9 17.2 13.1 11.5 11.1 8.7 7.9 
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Fig. 2. Schematic illustration forganisation f a vascular in-hospital 
service. 
others (Fig. 2). Only with such reorganisation can an 
effective unit be created. It also takes advantage of the 
very close co-operation between various physicians 
and creates a climate for scientific advance. Con- 
ventional open vascular surgery is likely to remain for 
the foreseeable future, as the role of distal bypass 
procedures for severe ischaemia snot diminishing and 
is even increasing. Although endovascular p ocedures 
for aortic aneurysms might become more common 
there will still remain demanding cases unsuitable 
for stents. One problem might be that this kind of  
demanding surgery will be so restricted that it will 
become difficult o organise surgical training. Central- 
isation is the key to this problem, although that is not 
a solution everybody would accept. 
To conclude, and in reply to the question 'Quo 
Vadis', vascular surgery is neither buried, nor slowly 
dying, but it is undergoing tremendous changes. Our 
challenge is to establish the role of the relevant treat- 
ment modalities with the aim of reducing morbidity 
and mortality for our patients. 
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